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SECTION 1. SUMMARY OF KEY ACCOMPLISHMENTS OF YOUR CHIP PROGRAM

This section is designed to highlight the key accomplishments of your CHIP program to date
toward increasing the number of children with creditable health coverage (Section
2108(b)(1)(A)). This section aso identifies strategic objectives, performance goas, and
performance measures for the CHIP program(s), aswell as progress and barriers toward meeting
those godls. More detailed andysis of program effectiveness in reducing the number of

uninsured low-income children is given in sections that follow.

1.1 What isthe estimated basdine number of uncovered low-income children? Isthis
estimated basdline the same number submitted to HCFA in the 1998 annud report? If not,
what estimate did you submit, and why isit different?

The estimated basdine number of low-income children without creditable coverage in the
State of Georgiais 267,125. Thisisarevised basdine estimate from the origind 227,603
reported in the state plan (See Table 1). Of this number, 147,567 could be digible for the
exising Medicaid program, and the other 119,558 are potentidly eigible for Georgia
CHIP (PeachCarefor Kids). The estimate of potentidly digible Medicaid and PeachCare
for Kids recipients is based solely on age and income. No other criteria can be specified
inthe CPS andysis. For example, State employees and individuals leaving welfare are
included in these numbers even though there are limits on thar digibility for public
insurance.

This estimate is different from the estimated number of PeachCare digibles (102,982)
submitted in the state plan. The 1998 report was based on estimates from Current
Population Survey (CPS) combined 1995, 1996, and 1997 data. Our new estimate is
based upon updated CPS data.
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Tablel

Uninsured Medicaid eligible and PeachCare eligibl e Children in Georgia

Race/Ethnicity
Black, non-Hispanic
Hispanic

White, non-Hispanic
Other?

L ocation
MSA/Urban
Non-MSA/Rurd

157,054 (42%)
26,584  (7%)
180,047 (48%)
13,086 (3%)

220,936 (59%)
155,834 (41%)

88,277 (60%)
15,929 (11%)
36,948 (25%)
6,415 (4%)

86,223 (58%)
61,345 (42%)

Attributes of Total Low-Income Children without Creditable
Population Uninsured Coverage
Children
Eligiblefor Medicad Eligible for
PeachCare for Kids

Total 376,769 147,567 (39%) 119,558 (32%)
Income L evel
Less than 100% 128,961 (34%) 128,961 (87%) 0
100-133% 46,461 (12%) 10,177 (7%) 36,284 (30%)
134-185% 76,189 (20%) 8,429 (6%) 67,760 (57%)
186-200% 15,514 (4%) 0 15,514 (13%)
Greater than 200% 109,644 (29%) 0 0
Age
Otol 23,104 (6%) 14,807 (10%) 1,843 (2%)
1-5 91,489 (24%) 28,968 (20%) 29,933 (25%)
6-12 119,874 (32%) 38,095 (26%) 53,676 (46%)
13-18 142,302 (38%) 65,697 (46%) 34,106 (29%)

37,705 (32%)
6,111 (5%)
74,646 (62%)
1,006 (1%)

57,918 (48%)
61,640 (52%)

SOURCE: Current Population Survey, combined 1997, 1998, 1999 data as calculated by William Custer and Pat
Ketsche, Georgia State University. Table compiled by Georgia Health Policy Center, 02/10/2000

Revised 02/28/2000

1 Uninsured children whose family exceeds 200% FPL are included in the total number of uninsured (shown in

column 1).

2 Sample sizeisvery small and numbers should be used with caution.
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1.1.1 What are the data source(s) and methodology used to make this estimate?

The source of the data is the Current Population Survey, combined from 1997,
1998, and 1999 (data for years 1996, 1997, and 1998) as cdculated by William S.

Cugter, Ph.D. and Patricia Ketsche, Center for Risk Management and Insurance
Research, Georgia State University.

1.1.2 What isthe State’' s assessment of the rdliability of the basdine estimate? What are
the limitations of the data or estimation methodology? (Please provide a
numerica range or confidence intervas if avallable)

The number of Georgia respondentsis smdl (n = 1,500) compared to the state
population, making the confidence intervals on these estimates very large. Also,
the Current Population Survey consistently underreports the number of
individuals on Medicaid compared to State Medicaid reports.

1.2 How much progress has been made in increasing the number of children with creditable
health coverage (for example, changes in uninsured rates, Title XXI1 enrollment levels,
esimates of children enrolled in Medicaid as aresult of Title XXI outreach, anti-crowd-
out efforts)? How many more children have creditable coverage following the
implementation of Title XX1? (Section 2108(b)(1)(A))

In FY 1999, there were 47,584 children enrolled in PeachCare for Kids, which is 40
percent of the estimated 119,558 of digible childrenin Georgia
1.2.1 What are the data source(s) and methodology used to make this estimate?
The data sources used are the Current Population Surveys (combined datafrom

1997, 1998, and 1999) and the HCFA Quarterly Report (FFY 1999).

1.2.2 Wha isthe Stat€’ s assessment of the reliability of the estimate? What are the
limitations of the data or estimation methodology? (Please provide a numerica
range or confidence intervasif available))

Since HCFA quarterly reports are based on actual numbers, the State of Georgia

that its enrollment numbers are 100% accurate. The rdiagbility of the
CPS datais addressed in Question 1.1.2.
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1.3  What progress has been made to achieve the State' s strategic objectives and performance
goals for its CHIP program(s)?

Please complete Table 1.3 to summarize your State' s strategic objectives, performance
gods, performance measures and progress towards meeting goals, as specified in the Title
XXI State Plan. Be as specific and detailed as possible. Use additional pages as
necessary. The table should be completed asfollows:

Column 1: List the State' s strategic objectives for the CHIP program, as specified in
the State Plan.

Column 2: List the performance goals for each Strategic objective.

Column 3: For each performance god, indicate how performance is being measured,
and progress towards meseting the goal. Specify data sources,
methodology, and specific measurement approaches (e.g., numerator,
denominator). Please attach additiond narrative if necessary.

For each performance god specified in Table 1.3, please provide additiond narrative
discussing how actua performance to date compares againgt performance goals. Please be
as specific as possble concerning your findings to date. If performance gods have not

been met, indicate the barriers or congraints. The narrative aso should discuss future
performance measurement activities, including a projection of when additiond data are
likely to be avallable.
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Table 1.3

)

Strategic Objectives

(as specified in Title XXI
State Plan)

)
Performance Goals for each
Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, €tc.)

OBJECTIVESRELATED TO REDUCING THE NUMBER OF UNINSURED CHILDREN

Increase insurance coverage
among Georgias low-
income children.

By the end of the second year, enroll
60% of uninsured, non-Medicaid
eligible children with family income
below 200% FPL (approx. 60,000).

Data Sources: Enrollment data
Methodology: Frequency caculation

Numerator: Number of children enrolled in PeachCare for Kids FY 1999 - 47,584
children

Denominator: Number of uninsured, non-Medicaid eigible children below 200%
FPL - 119,558

Progress Summary: By the end of the first fiscal year, 47,584 children enrolled in
PeachCare for Kids. Asof March 1, 2000 - 70,127 children (59%) have enrolled.

OBJECTIVESRELATED TO CHIP ENROLLMENT

Increase insurance coverage
of Georgias low-income
children.

Employ marketing and outreach
techniques that encourage parents of
igible, low-income children to enrall
their children in Georgia CHIP.

Data Sources: New enrollee survey
Methodology: 1,756 new enrollees surveyed

Numerator: Number of respondents stating they heard of PeachCare through
marketing techniques (advertisements and outreach)

Progress Summary: 41% of survey respondents reported they heard about
PeachCare through advertisements, while 15% stated that they heard about the
program through outreach.

OBJECTIVESRELATED TO INCREASING ACCESSTO CARE (USUAL SOURCE OF CARE, UNMET NEED)

Increase the percentage of
low-income children with a
regular source of care.

Over time, decrease the percent of
children matched to a PCP through auto
assignment.

Data Sources: Enrollment data

Methodology: Frequency caculation

Numerator: Number of children matched to a PCP through auto assignment
Progress Summary: 41,713 children (70.9%) chose their own PCP on enrollment.

(Through November 30, 1999). Not enough time has lapsed to measure a change
in auto assignment.
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)

Strategic Objectives

(as specified in Title XXI
State Plan)

2
Performance Goasfor each
Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

OBJECTIVESRELATED TO INCREASING ACCESSTO CARE (USUAL SOURCE OF CARE, UNMET NEED)

Increase the percentage of low-
income children with a regular
source of care.

Encourage use of PCP through hedlth
plan policies and education.

Data Sources. Claims Data
Methodology: Frequency caculation

Numerator: Number of children who see the same provider for at least 75% of
their visits

Denominator: Children who have been continuoudy enrolled one year

Progress Summary: Not enough time has lapsed to measure this goal.

Increase the percentage of low-
income children with a regular
source of care.

Maximize the number of enrollees
who stay with their PCP for 12
months.

Data Sources: Claims Data

Methodology: Frequency calculation

Numerator: Number of children who stay with their PCP for 12 months
Denominator: Children who have been continuously enrolled one year

Progress Summary: Not enough time has lapsed to measure this goal.

OBJECTIVESRELATED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)

Promote utilization of Hedlth
Check (EPSDT) servicesto
achieve targets set by the Health
Care Financing Administration
and Georgia Better Health Care.
(These are 80% for screening.)

Assess how many children receive
recommended well-visits and
screenings.

Data Sources: Claims data
Methodology: Frequency calculation
Numerator: Number of enrolled children receiving well-visits and screenings

Progress Summary: Not enough time has lapsed to measure this goal.

Promote utilization of Hedlth
Check (EPSDT) servicesto
achieve targets set by the Hedlth
Care Financing Administration
and Georgia Better Health Care.
(These are 90% for
immunizations.)

Assess how many children receive
immunizations.

Data Sources: Claims data
Methodology: Frequency caculation
Numerator: Number of enrolled children receiving immunizations

Progress Summary: Not enough time has lapsed to measure this god.
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1)

Strategic Objectives

(as specified in Title XXI
State Plan)

2
Performance Goals for each
Strategic Objective

3
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, etc.)

OBJECTIVESRELATED TO USE OF PREVENTIVE CARE (IMMUNIZATIONS, WELL-CHILD CARE)

Promote utilization of Hedlth
Check (EPSDT) servicesto
achieve targets set by the Health
Care Financing Administration
and Georgia Better Health Care.
(These are 80% for screening
and 90% for immunizations.)

Increase provider and patient
compliance with use of primary and
preventive services by feeding back
information to providers and hedlth
plans about their rates of screening
for the enrolled population.

Data Sources: Paid claims from 10/01/98 - 09/23/99
Methodology: Longitudina data analyss
Numerator: Number of enrolled children receiving immunizations

Progress Summary: Not enough time has lapsed to measure this god.

OTHER OBJECTIVES (SPECIFY)

Decrease unnecessary use of
emergency departments for non-
emergency services. A non-
emergency service is one that
does not meet the prudent
layperson definition of
emergency.

Reduce the number of ED visits for
non-emergency Services.

Data Sources. Claims Data

Methodology: Longitudina data anadyss
Numerator: Number of non-emergency ED visits
Denominator: Enrolled population

Progress Summary: Not enough time has lapsed to measure this godl.

Decrease unnecessary use of
emergency departments for non-
emergency Services.

Reduce the number of ED visits for
non-emergency Services.

Data Sources. Claims Data

Methodology: Longitudind data andyss

Numerator: Number of children with repeat ED visits
Denominator: Number of children with ED visits

Progress Summary: Not enough time has lapsed to measure this godl.

Decrease unnecessary use of
emergency departments for non-
emergency Services.

Identify providers with a high rate of
referrals to the emergency
department and provide data on ED
utilization.

Data Sources: Claims Data

Methodology: Cross-sectional data analysis

Numerator: Number of ED visits

Denominator: Patients of doctors with high referral rates

Progress Summary: Not enough time has lapsed to measure this goal.

Developed by the National Academy for Sate Health Policy




1)

Strategic Objectives

(as specified in Title XXI
State Plan)

2
Performance Goals for each
Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, humerators, denominators, etc.)

OTHER OBJECTIVES (SPECIFY)

Decrease unnecessary use of
emergency departments for
non-emergency Services.

Examine the rate of authorized
referrals by provider to assess
whether or not patients are gaining
access to primary care.

Data Sources. Claims Data
Methodology: Cross-sectional data analysis

Numerator: Number of ED referrals by providers who received |etters before
and after intervention

Denominator: Patients served by PCPs who received letters

Progress Summary: Not enough time has lapsed to measure this goal.

Decrease unnecessary use of
emergency departments for
non-emergency Services.

Examine the rate of authorized
referrals by provider to assess
whether or not patients are gaining
access to primary care.

Data Sources: Claims Data

Methodology: Cross-sectiona data analysis

Numerator: Number of ED visits for the same condition
Denominator: All children with an ED visit

Progress Summary: Not enough time has lapsed to measure this goal.

Reduce preventable
hospitdizations.

Reduce preventable
hospitalizations in the second year
of the program.

Data Sources: Claims Data
Methodology: Cross sectiond data analysis

Numerator: Number of preventable hospitalizations based on an existing
screening methodol ogy

Denominator: Enrolled children

Progress Summary: Not enough time has lapsed to measure this goal.
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1) 2 ©)
Strategic Objectives Performance Goasfor each Performance Measures and Progress
(as specified in Title Strategic Objective (Specify data sources, methodology, numerators, denominators, etc.)
XXI State Plan)
OTHER OBJECTIVES (SPECIFY)
Reduce preventable Provide datato providers on Data Sources. Claims Data
hospitalizations. preventable hospitalizations among
patient panel to encourage Methodology: Longitudina andysis
improvement in care management.
Numerator: Preventable hospitaizations per PCP in year one
Denominator: Preventable hospitdizations per PCP in year two
Progress Summary: Not enough time has lapsed to measure this godl.
Promote the appropriate | Assess the number of children Data Sources: Claims Data

use of health care services
by children with asthma
(as defined by standards
of the National Heart,
Lung and Blood Ingtitute
of the National Institutes
of Health).

whose asthma is managed through
appropriate outpatient care.

Methodology: Cross sectiona data analysis
Numerator: Number of children seeing PCP within two weeks of ER or hospital visit
Denominator: Number of children receiving care from hospital/ED for asthma

Progress Summary: Not enough time has lapsed to measure this god.

Promote the appropriate
use of health care services
by children with asthma
(as defined by standards
of the National Heart,
Lung and Blood Ingtitute
of the Nationd Institutes
of Health).

Assess the number of children
whose asthma is managed through
appropriate outpatient care.

Data Sources: Claims Data
Methodology: Cross sectiona data analysis

Numerator: Number of children receiving drug regimen consistent with national
guidelines

Denominator: Number of children with asthma

Progress Summary: Not enough time has lapsed to measure this goal.
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2

Strategic Objectives

(s specified in Title XX State
Fan)

2
Performance Goals for each
Strategic Objective

©)
Performance Measures and Progress
(Specify data sources, methodology, humerators, denominators, etc.)

OTHER OBJECTIVES (SPECIFY)

Promote the appropriate use of heath
care services by children with asthma
(as defined by standards of the
National Heart, Lung and Blood
Indtitute of the National Institutes of
Hedlth).

Assess the number of children
whose asthmais managed
through appropriate outpatient
care.

Data Sources: Claims Data
Methodology: Cross sectional data analyss

Numerator: Number of children for whom appropriate asthma management tools
(such as nebulizers, spacer, and mattress bags, etc.) are prescribed

Denominator: Number of children with asthma

Progress Summary: Not enough time has lapsed to measure this god.

Promote the appropriate use of heath
care services by children with asthma
(as defined by standards of the
Nationa Heart, Lung and Blood
Ingtitute of the National Institutes of
Health).

Assess the number of children
whose asthma is managed
through appropriate outpatient
care.

Data Sources: Claims Data

Methodology: Cross sectional data analysis

Numerator: Number of children and parents receiving education on asthma
Denominator: Parents of a child with asthma

Progress Summary: Not enough time has lapsed to measure this goal.

Promote the appropriate use of health
care services by children with asthma
(as defined by standards of the
Nationa Heart, Lung and Blood
Ingtitute of the National Institutes of
Health).

Assess the number of children
whose asthma is managed
through appropriate outpatient
care.

Data Sources: Survey of asthma patient's parents
Methodology: Phone survey

Numerator: Summation of parents responding to a survey who say they are
reasonably confident they know how to care for their child with asthma

Denominator: Parents of a child with asthma

Progress Summary: Not enough time has lapsed to measure this goal.
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D

Strategic Objectives

(as specified in Title XXI State
Pan)

)
Performance Goasfor each
Strategic Objective

3
Performance Measures and Progress
(Specify data sources, methodology, numerators, denominators, €tc.)

OTHER OBJECTIVES (SPECIFY)

Promote the appropriate use of heath
care services by children with asthma
(as defined by standards of the
Nationa Heart, Lung and Blood
Ingtitute of the National Institutes of
Health).

Provide datato PCPs and hedalth
plans about performance on
asthma care measures so that
practices can be modified and
appropriate educationa
materials for patients

developed.

Data Sources: Clams Data
Methodology: Cross sectional data analysis

Numerator: Summation of PCPs whose performance on above indicators
improves in subsequent years

Progress Summary: Not enough time has lapsed to measure this goal.
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Objective 1. Increase insurance coverage among Georgias low-income children.
Performance Goals
1. By the end of the second year, enroll 60% (gpproximately 60,000) of uninsured, non
Medicad digible children with family incomes below 200% FPL.
2. Employ marketing and outreach techniques thet encourage parents of digible, low-
income children to enroll their children in Georgia CHIP.

Performance to Date
PeachCare for Kids has exceeded our gods. By the end of our first year (FFY 1999), we
had 47,584 enrollees. Asof March 1, 2000 --- 70,127 children were enrolled in PeachCare
for Kids.

Based on a survey sent to arandom sample of 500 new families each month, 41 percent of
respondents reported that they heard about PeachCare for Kids through advertisements,
while 15 percent indicated that they heard about the program through outreach. Thirty-9x
percent of new enrollees indicated that they heard about PeachCare through friends, family
members, and church, while others heard about it through their hedlth care provider (23%),
the public heath department (14%), and school (10%). On average, the survey had a44%
response rate.

In addition, we have awarded twenty-five mini-grants to community-based organizations
for innovationsin loca outreach. Results of this effort will be avalable in August 2000.

Barriersto Meeting Goals & Future Plans Regarding Process
Through our new enrollee surveys, we learned what motivated our enrollees to apply.
Though we have exceeded our enrollment god thusfar, there are areas where we can do
more. The responses and suggestions from our focus groups of eigible non-participants
indicated how we should refine our marketing and outreach techniques to reach other
eigible non-participants.

Issues of trugt, cultura variances, immigration status, language differences, and illiteracy

are often barriers and reasons that traditional approaches do not reach our non-participating
families. Also, families can mistakenly believe they make too much money to qudify. We
have dready begun to take those suggestions into consideration to incorporate these issues
into our marketing materias and outreach efforts. Additiona data may be available
September 2000.

Objective 2: Increase the percentage of low-income children with aregular source of care.
Performance Goals
1. Over time, decrease the percent of children matched to a PCP through auto assignment.
2. Encourage use of PCP through hedlth plan policies and educetion.
3. Maximize the number of enrollees who stay with their PCP for 12 months.

Performance to Date

As of November 30, 1999, there were 17,120 children who were matched to a PCP through
auto assgnment, and 41,713 who chose their own PCP.
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Barriersto Meeting Goals & Future Plans Regarding Process
Sncethisisthefirg full year of the program's inception, not enough time has lapsed to
measure the decrease of children matched through auto assignment, and the enrollees who
gayed with their PCP for 12 months. We will evauate how many children stay with ther
auto assgnment PCP, and switch PCPs over the course of ayear. In the future, we will
increase education in how to utilize a PCP. We will have andyzed afull year of dams
data and prepared an updated report by September 2000.

Objective 3. Promote utilization of Health Check (EPSDT) servicesto achieve targets set by the
Hedlth Care Finance Adminigtration and Georgia Better Hedth Care. (These are 80% for
screening.)
Performance Goals
1. Assess how many children receive recommended well visits and screenings.
2. Assess how many children receive immunizations.
3. Increase provider and patient compliance with use of primary and preventive services
by giving feedback information to providers and hedth plans about their rates of
screening for the enrolled population.

Performanceto Date
Claims data as of September 30, 1999 indicate over 2,377 children had well visits and
screenings, and 4,106 children recaived immunizations. Within the firg thirty days of
digibility, 904 children had well visits and screenings, and 1,686 children received
immunizations. There were over 29,000 children who had claims filed with PeachCare for
Kids, and of those 16,440 were filed for dates of service within the firg thirty days of
digibility. Additiond age-adjusted datawill be available in September 2000.

Barriersto Meeting Goals & Future Plans Regarding Process
It istoo soon to compare specific timing of screeningsimmunizations to the child's age to
know whether utilization corresponds to AAP guiddines. Over the course of thisyear and
the next, we will evauate use compared to guiddines, and then the percentage of PCP
panels with improved screening rates. Additiond datawill be available in September 2000.

Objective 4: Decrease unnecessary use of emergency departments for non-emergency services.
Performance Goals
1. Reduce the number of ED vidts for non-emergency services.
2. ldentify providers with a high rate of referra to the emergency department and provide
dataon ED utilization.
3. Examinetherate of authorized referrds by provider to assess whether or not patients
are gaining access to primary care.

Performance to Date
Too soon to measure decrease in utilization.
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Barriersto Meeting Goals & Future Plans Regarding Process
Since we need afull year to measure trends, not enough time has |gpsed in order to

measure the decrease of non-emergency services. Additiona datawill be available June
2001.

Objective 5: Reduce preventable hospitalizations.
Performance Goals
1. Reduce preventable hospitalizations in the second year of the program.
2. Provide datato providers on preventable hospitalizations among patient pand to
encourage improvement in care managemen.

Performanceto Date
Too soon to measure reduction in preventable hospitaizations.

Barriersto Meeting Goals & Future Plans Regarding Process
Not enough time has lgpsed in order to measure the reduction of preventable
hospitdizations. By September 2000, we will have andlyzed preventable hospitaizations
inthefirg year. By June 2001, we will have andyzed two year trends.

Objective 6: Promote the appropriate use of hedth care services by children with asthma (as
defined by standards of the National Heart, Lung and Blood Indtitute of the Nationa Ingtitutes of
Hedth).

Performance Goals
1. Assessthe number of children whose asthmais managed through appropriate outpatient
care.
2. Provide datato PCPs and health plans about performance on asthma care measures so
that practices may be modified and educationd materids for patients gppropriately
developed.

Performance to Date
Too soon to measure the number of children whose asthmais managed through outpatient
care.

Barriersto Meeting Goals & Future Plans Regarding Process
We will look at the percentage of children: seeing PCPs within 2 weeks of ED/hospital
vigts; recaiving drug regimens consstent with nationd guiddines; and receiving
appropriate asthma management tools (i.e., nebulizers, spacers, mattress bags, €tc.) as
prescribed. Wewill also look at the percentage of parents who receive
education/educational materids, and parents responding to a survey who say they are
reasonably confident that they know how to care for their child with asthma. In the future,
we will provide datato PCPs and hedth plans about performance on asthma care
measures S0 that gppropriate educational materias for patients may be developed. We
will measure the percentage of PCPs whose performance on above indicators improvesin
subsequent years. Data on asthma carein year one will be available by September 2000.
Data comparing two year trends will be available by June 2001.
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SECTION 2. BACKGROUND

This section is designed to provide background information on CHIP program(s) funded through
Title XXI.

21  How areTitle XXI funds being used in your State?

2.1.1 Ligdl progransinyour State that are funded through Title XXI. (Check dl that
apply.)

Providing expanded digibility under the State’ s Medicaid plan (Medicaid
CHIP expansion)

Name of program:

Date enrollment began (i.e., when children first became dligible to recaive
SEVices):

v Obtaining coverage that meets the requirements for a State Child Hedlth
Insurance Plan (State-designed CHIP program)

Name of program: PeachCare for Kids

Date enrollment began (i.e., when children first became digible to receive
sarvices): Pilot Program - 11/01/98, Statewide - 01/01/99

Other - Family Coverage

Name of program:

Date enrollment began (i.e., when children first became digible to receive
services):

Other - Employer-sponsored Insurance Coverage

Name of program:

Date enrollment began (i.e., when children first became dligible to recelve
Services):

Other - Wraparound Benefit Package

Name of program:

Date enrollment began (i.e., when children first became digible to receive
svices):
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2.2

212

213

_ Other (speify)

Name of program:

Date enrollment began (i.e., when children first became digible to receive
SEVices):

If State offersfamily coverage: Please provide abrief narrative about
requirements for participation in this program and how this program is
coordinated with other CHIP programs. N/A

If State hasa buy-in program for employer-sponsor ed insurance: Please
provide a brief narrative about requirements for participation in this program and
how this program is coordinated with other CHIP programs. N/A

What environmenta factorsin your State affect your CHIP program? (Section
2108(b)(1)(E))

221

How did pre-exigting programs (including Medicaid) affect the design of your
CHIP program(s)?

Medicaid: Medicaid continues to provide hedth care to newborns, infants and
adolescents from hirth through age 19. Eligibility isbased onincome. The
maximum income by ageis

Pregnant women and their newborn children 200% FPL
Infantsup to age 1 185% FPL
Children ages 1 through 5 133% FPL
Children ages 6 through 19 100% FPL

PeachCare for Kidsis a part of the Georgia Department of Community Hesdlth,
Divison of Medicd Assstance — the State agency responsible for the Medicaid
program. While the two programs have separate enrollment and digibility
determination processes, PeachCare for Kids uses the Medicaid ddivery system
for the provison of medical care. In passing CHIP legidation, the Georgia
Genera Assembly sought to take advantage of Medicaid's strengths (i.e,, its
purchasing power and broad provider network), while ill dlowing a separate
date plan.

PeachCare for Kids covers children up to 200% FPL who do not qualify for
Medicaid. PeachCare and Medicaid use the same income caculations, including
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disregards for working adults to ensure that Medicaid-digible children are
enrolled in that program.

Healthy Kids Replication Program Grant: The Georgia Hedth Policy Center at
Georgia State University was the recipient of a planning grant from the Hedlthy
Kids Replication Program, anationd program of the Robert Wood Johnson
Foundation and the Florida Hedlthy Kids Corporation. The funding and technica
assigtance that were provided through this grant assisted Georgiain designing and
pricing a children's hedlth insurance program. Funding ended when Congress
passed CHIP.

Georgia Partnership for Caring Foundation: The Georgia Partnership for
Caring Foundation (GPCF) was established in 1994 and represents a unique
partnership between state government and the private sector. The mission of
GPCF isto establish afree hedth care referral program for Georgians who cannot
afford private hedth insurance but are not digible for governmenta medicd
assigtance such as Medicaid or Medicare. Funding has been provided by grants
from individuals, associations, and the Departments of Human Resources and
Community Hedth.

The program includes the limited voluntary services of physicians, nurse
practitioners, dentists, ophthalmologists, optometrists, physician’s assistants,
hogpitdls, pharmeacists, pharmaceutical manufacturers, and many hedlth provider
groups and agencies. These volunteers are not paid for their services or products,
but are committed to assisting Georgians obtain access to needed hedth care
coverage. The program is availablein about three-fifths of Georgia s counties.
GPCF is not insurance coverage. It isfor emergencies or urgent care Stuations.
Application processing time averages 1 month. Right from the Start Medicaid
(RSM) outreach workers are involved in the referral and gpplication process for
GPCF. They perform the screening function to determine that individuas who
are referred to GPCF are not eligible for Medicaid.

Since PeachCare for Kids began, GPCF has been able to serve as areferra source
for PeachCare. It hasdtered itsdigibility criteriato exclude PeechCare digible
children.

Caring Program: The goa of the Caring Program for Children was to provide
primary and preventive hedth care coverage to underprivileged children of
working Georgians a no cost to their parents or guardians. To participate in this
program, children must not have been digible for Medicaid or any private hedth
insurance plans.  Benefits of the plan included preventive care, emergency
medica care, and prescription drugs. RSM outreach workers referred children
found to be indigible for Medicaid to this program. Funding for the program
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came from contributions from businesses, corporations, religious organization,
foundations, hedth care professonds, civic organizations and individuas with
meatching funds provided by Blue Cross and Blue Shidld of Georgia. The Caring
Program was not a regulated insurance product and did not offer “ creditable
coverage.”

The Caring Program was discontinued in April 1999 with the implementation of
PeachCare for Kids. Between January and April, the Caring Program and
PeachCare worked closely together to assst families in applying for PeachCare
for Kids and trangtioning from one program to another.

Were any of the preexigting programs * State-only” and if so what has happened to
that program?

v No pre-existing programs were “ State-only”
One or more pre-existing programs were “ State only” (Describe current
datus of program(s): Isit dill enrolling children? What isits target
group? Wasit folded into CHIP?)

Describe changes and trends in the State since implementation of your Title XXI
program that “ affect the provison of ble, affordable, qudity hedlth
insurance and hedthcare for children.” (Section 2108(b)(1)(E))

Examples are listed below. Check dl that apply and provide descriptive
narraive if gpplicable. Please indicate source of information (e.g., news account,
evauation study) and, where available, provide quantitative measures about the
effects on your CHIP program.

v Changesto the Medicaid program
Presumptive digibility for children

_¥ Coverage of Supplementa Security Income (SSl) children
____ Providon of continuous coverage (pecify number of months )
___ Eimindion of asststests
_v_ Himination of face-to-face digihility interviews
v

Easing of documentation requirements

Medicaid enrollment increased 1.2% between 1996 (622,336) and 1999
(629,529). On November 1, 1998, the state implemented an expansion of
dighility from 185% up to 200% FPL for pregnant women and their
infants.

v Impact of welfare reform on Medicaid enrollment & changesto
AFDC/TANF (specify)
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Thereisastudy being conducted at Georgia State University, which examines the
link between wefare reform and the decrease in Medicaid enrollment; however,
this study is till in progress. Though we cannot currently link welfare reform
changes to Medicaid enrollment, there are some notable observations. We do
know that the number of AFDC recipients declined from FY 1997 to 1998 (See
Table2). InFY 1998, there were approximately 30,000 fewer AFDC recipients
of cash assstance. In 1998, there were 3,552 more (Children and Adultsin
Families with Dependent Children) not receiving cash assstance than in 1997

(See Table 3).

Table 2 1997 1998
Categorically Needy Receiving Cash Assistance Recipients Recipients
Children in Families w/Dependent Children 213,719 165,136
Adults in Families w/Dependent Children 89,493 59,874
Total 303,212 225,010

Table 3 1997 1998
Categorically Needy Not Receiving Cash Assistance Recipients Recipients
Children in Families w/Dependent Children 111,436 113164
Adults in Families w/Dependent Children 48,305 50,129
Total 159,741 163,293

v Changesin the private insurance market that could affect affordability of
or bility to private hedth insurance

v Hedthinsurance premium rate increases

v Legd or regulatory changes related to insurance

Changes in insurance carrier participation (e.g., new carriers
entering market or existing carriers exiting market)

Changes in employee cost-sharing for insurance

Avallability of subsdiesfor adult coverage

Other (specify)

According to aregiond survey of average hedlth care cost changes
conducted by Hewitt Associates, average hedlth care premiums purchased
through employers increased by 3.7% netiondly in 1998. In Georgia,
Hewitt reported that from 1997 to 1998, there was a 3.8% increase in
average hedlth care cogts. As hedlth care premiums increase, coverage is
likely to decrease.

There were no mgor changes to state insurance regulations last year.
Though the Georgia legidature has passed some new mandates, we
edimate that only 5-25% of Georgians are in health plans affected by
mandates. We expect the impact of mandates on price or access to

Developed by the National Academy for Sate Health Policy 19



insurance to be negligible We know of no other changesin the private
hedlth insurance market, which would affect the accessbility and
affordakility of heathcare for children.

v Changesin the ddivery system

Changes in extent of managed care penetration (e.g., changesin

HMO, IPA, PPO activity)

v Changesin hospita marketplace (e.g., closure, conversion, merger)
Other (specify)

Egleston Children's Hedlthcare System and Scottish Rite Children's
Medica Center merged to form Children's Hedlthcare of Atlanta, one of
the largest providers of pediatric hedthcare in the country. Aetna,
Prudentid, U.S. Hedthcare, and NY LCare merged to form the nation's
largest HMO in the nation. Though some of the largest hedlthcare mergers
in the nation have occurred in Georgia, a decrease in services offered to
children is not expected. Currently there is no evidence to suggest that
these mergers affect those digible for PeachCare or Medicaid.

Development of new hedlthcare programs or services for targeted low-
income children (specify)

v Changes in the demographic or socioeconomic context

v/ Changesin population characteristics, such as raciad/ethnic mix or
immigrant Satus (pecify)

v/ Changesin economic circumstances, such as unemployment rate
(specify) unemployment rate

__ Other (specify)

According to areport by The Augusta Chronicle, Hispanics and Asans are
among the fastest growing populationsin the State of Georgia® Georgias
Hispanic population rose from 110,041 in 1990 to 220,312 in 1998, while
the Asian population increased from 77,994 in 1990 to 149,451 in 1998.
U.S. Census Bureau data shows that while Georgia's population increased
17.5 percent since 1990, the number of Hispanics and Asians rose 100.2
percent and 91.6 percent, respectively. 3

According to the report, immigrants are attracted to Georgia because of its
diversified economy, good job market and competitive saaries. During
this time, Georgia Economic Indicators show that the unemployment rate

! Snyder, Susan R. and Carey M. O'Connor, Health Insurance Mandates: Cost and Effects, | ssue Brief, Georgia
Health Policy Center, School of Policy Studies, Georgia State University, November 1999.

2 Joyner, Amy. (1997, December 28), Immigrant Populations Growing Fast, The Augusta Chronicle Online,
[www.augustachronicle.com], November 30, 1999.

3 Bixler, Mark, "Asians, Latinos Making Mark in Area", The Atlanta Journal-Constitution, September 15, 1999.
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dropped from 4.7 to 3.9 percent.* The Associated Press asserts that one of
the reasons for thisis because immigrants have taken lower wage jobs.®

These changes affect PeachCare for Kids. Based on what we already
know about insurance accessibility, we can assume that those in lower
wage jobs will not be able to afford hedth insurance, even when

employers offer it. Thereisaneed to understand the barriers to access and
enrollment, specificdly for Higpanics. Based on what we learned from
focus groups of unenrolled, digible families, we have attempted to
understand and break through these barriers, which include improving our
materias marketing techniques (i.e., presenting English and Spanish
marketing materials) and increasng community outresch.

* Georgia Econoic Indicators, Historical Series 1985-1998, Georgia Department of Labor, Volume 5, 1998.
® Pilcher, James, "Hispanics fill Georgia Labor VVoid", Associated Press, September 14, 1999.
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SECTION 3. PROGRAM DESIGN

This section is designed to provide a description of the eements of your State Plan, including
eigibility, benefits, ddivery system, codt- sharing, outreach, coordination with other programs,

and anti-crowd-out provisons.

31 Whoisdighle?
3.1.1 Describe the standards used to determine igibility of targeted low-
income children for child hedlth assistance under the plan. For each standard,
describe the criteria used to apply the standard. If not applicable, enter “NA.”
Table 3.1.1
M edicaid State-designed CHIP Program Other CHIP
CHIPExpansion Program*
Program _
Geographic areaserved | N/A Statewide N/A
by the plan
(Section 2108(b)(1)(B)(iv))
Age 0 through 18

Income (define
countable income)

Above Medicaid, and up to 200%FPL. Gross
income of legdly-responsible adultsin the
household, including wages from

employment, Socia Security Income, SSI,
worker’ s compensation, pension or retirement
benefits, child support, unemployment
benefits, and contributions. Disregards are
applied as follows: $90 of each legally-
responsible working adult in the household,
$50 of child support, and up to $200 for
daycare for a child under two or up to $175
for someone over the age of two.

Resources (including
any standards relating to
spend downs and
disposition of resources)

N/A

Residency requirements

Must be Georgia resident.

Disability satus

N/A

Access to or coverage

Must be uninsured at time of application; must

under ather hedlth not have access to state-sponsored hedlth
coverage (Section benefits.

2108(b)(1)(B)(i))

Other standards (identify Must not have voluntarily dropped coverage 3
and describe) months prior to coverage under PeachCare.

*Make a separate column for each “other” program identified in Section 2.1.1. To add acolumn to atable, right
click on the mouse, select “insert” and choose “ column”.
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3.1.2 How oftenisdigihility redetermined?

Table 3.1.2
Redeter mination Medicaid CHIP | State-designed CHIP | Other CHIP
Expansion Program Program*
Program
Monthly
Every sx months
Every twelve months v
Other (gpecify) Families are required to
report changesin
income, family
composition, or health
coverage status within
10 days of such change.

*Make a separate column for each “other” program identified in Section 2.1.1. To add a column to atable, right
click on the mouse, select “insert” and choose “column”.

3.1.3 Isdigibility guaranteed for aspecified period of time regardiess of income
changes? (Section 2108(b)(1)(B)(V))

Yes Which program(s)?
For how long?

v No

3.1.4 Doesthe CHIP program provide retroactive digibility?

Yes Which program(s)?
How many months look-back?

v No

3.1.5 Doesthe CHIP program have presumptive digibility?

___Yes Which program(s)?
Which populations?
Who determines?
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3.1.6 Do your Medicaid program and CHIP program have ajoint application?

v Yes Is the joint gpplication used to determine eligibility for other State
programs? If yes, specify

___No

The PeachCare for Kids gpplication serves as aMedicaid gpplication for children
who are identified as potentidly digible for coverage under Medicaid through the
PeachCare for Kids gpplication process. Families may aso gpply for Medicaid
for themsdves and their children through the Department of Family and Children
Services.

3.1.7 Evauate the strengths and weaknesses of your eligibility determination processin
increasing creditable hedlth coverage among targeted low-income children.

The PeachCare for Kids gpplication isa gngle page mail-in gpplication, avalable
in English and Spanish, which parents can request by cdling atoll-free number.
Applications are aso available throughout communities in schools, hospitds,
physician offices, libraries and churches. The PeachCare application asksfor al
the information thet is necessary for an digibility determination. Vdidation of
the information is based on sdlf-declaration by the families. The processto
determine igibility is the responghility of the State and not the parents. It does
not require additiona documentation that may be cumbersome to families and
create barriers to the application process. At thistime, applications are entered
into the system within 48 hours of receipt. The third party administrator must
perform digibility determination within 10 days to meet contract performance
specifications. Coverage adways begins on the first day of the following month.

Applications of children identified as potentidly eigible for Medicaid are referred
to Medicad digibility aff for review — without requiring intervention of the
parents. Parents are given the opportunity to request to have the gpplication
referred to Medicald, if the children are identified as potentidly eigible, by
checking abox on the gpplication. This helps parents understand thet if they do
not quaify for PeechCare, they have dready opted for Medicaid without requiring
an additiona gpplication. For familieswho do not dect to enrall their childrenin
Medicad (if digible), arepresentative from Right from the Start Medicaid (RSM)
cdlsthe parents and provides counseling, informing the parents of the benefits of
the program. While no parent has ultimately refused Medicaid after speaking
with an RSM worker, this is a tremendous strength to the program as families
receive the information necessary for them to make an informed choice and
correct any misperceptions they may have about the Medicaid program.
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3.1.8 Evauate the strengths and weaknesses of your eligibility redetermination process
inincreasing creditable hedth coverage among targeted low-income children.
How does the redetermination process differ from theinitid digibility
determination process?

The redetermination process was designed to facilitate the retention of igible
children in PeachCare for Kids. Shortly before a child's anniversary date, the
parent is sent aletter with the children’s account information. Parents are asked
to cal the toll-free number only to report changes. If there are no changes,
parents need only continue paying the premium, if required. Parents are reminded
that should there be any changesto the listed information, they must be reported
within 10 days of such change. Liketheinitid gpplication, the process relies on
sdf-declaration and does not require additional documentation from the families.
The strength of this gpproach is that it applies the ease and smplicity of the
application process to the redetermination process.

3.2  What benefits do children receive and how isthe ddlivery system structured?
(Section 2108(b)(2)(B)(vi))

3.21 Bendits
Pease complete Table 3.2.1 for each of your CHIP programs, showing which
benefits are covered, the extent of cost sharing (if any), and benefit limits (if any).
Benefits limits are the same as those imposed on the Medicaid program.
NOTE: To duplicate atable: put cursor on desired table go to Edit menu and

chose “sdect” “table” Once the table is highlighted, copy it by sdecting “ copy”
in the Edit menu and then “paste’ it under the first table.
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Table 3.2.1 CHIP Program Type_ State-designed CHIP Program

Bendfit Is Service Cost- Sharing (Specify) Bendfit Limits (Specify)

Covered?

(V =ye)
Inpatient hospital services v None Searvices are covered in full.
Emergency hospita
SErVices 4 None Sarvices are covered in full.
Outpatient hospital services v None Services are covered in full.

Services are covered in full. Prior approva is needed
Phydcian services v None for some procedures.
Clinic services v None Sarvices are covered in full.
Some drugs require prior approva or have therapy

Prescription drugs v None limitations. Limit 6 per month with prior approval.
Over-the-counter
medications 4 None Some medications are covered in full
Outpatient laboratory and
radiology services v None Covered in full for physician ordered services.
Prenatal care v None Sarvices are covered in full.
Family planning services 4 None Some services are covered.
Inpatient menta hedth
sarvices 4 None Some services are covered, and some limitations apply.
Outpatient mental hedlth
services v None Some services are covered, and some limitations apply.
I npatient substance abuse Services are covered only for short-term acute care, and
trestment services v None some regtrictions apply.
Residentia substance abuse Services are covered only for short-term acute care, and
treatment services v None some restrictions apply.
Outpatient substance abuse
treatment services v None Some services are covered, and some limitations apply.
Durable medicd equipment v None Some services are covered, and some restrictions apply.
Disposable medica
upplies v None Prior gpprova may be required.
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Table 3.2.1 CHIP Program Type

PeachCarefor Kids

Bendfit Is Service Cost- Sharing (Specify) Benefit Limits (Specify)
Covered?
(¥ =yes

Preventive dentd services 4 None Some services are covered, and some restrictions apply.
Redtorative dental services v None Some services are covered, and some regtrictions apply.
Hearing screening v None Services are covered in full.
Hearing aids 4 None Some services are covered, and some restrictions apply.
Vison screening v None Some services are covered.

Searvicesincluding eyeglasses, refractions, dispensing
Corrective lenses fees, and other refractive services are covered. Some
(indluding eyeglassxs) v None limitations gpply.
Developmentd assessment
Immunizations v None Sarvices are covered in full.
Wel-baby vidts 4 None Some sarvices are covered, and some limitations apply.
Wél-child vists v None Some services are covered, and some limitations apply
Physicdl therapy 4 None Some sarvices are covered, and some limitations apply.
Speech therapy v None Some services are covered, and some limitations apply.
Occupationd therapy 4 None Some sarvices are covered, and some limitations apply.
Physica rehahilitation
SEViCces

Some services are as authorized within the Georgia
Podiatric services v None statue governing podiatric services.
Chiropractic services

Emergency ambulance services are covered for an
Medica transportation 4 None enrollee whose life and/or hedlth isin danger.
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Table 3.2.1 CHIP Program Type

PeachCarefor Kids

Bendfit

Is Service
Covered?
(V =y

Cost- Sharing (Specify)

Benefit Limits (Specify)

Home hedth sarvices

v

None

Some services are covered.

Nursng facility

ICF/MR

Hospice care

None

Covered under aplan of care when provided by an
enrolled hospice provider.

Private duty nursing

Personal care services

Habilitative services

Case management/Care
coordination

Non-emergency
trangportation

Interpreter services

Other (Specify)
Surgica Services

None

Sarvices are covered in full.

Other (Specify)

Nursing care services

None

Some sarvices are covered.

Other (Specify)
End stage rend disease

None

Some sarvices are covered.

Other (Specify)
Physcian's Assgant
Services

None

Some sarvices are covered.
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3.2.2 Scope and Range of Hedlth Benefits (Section 2108(b)(1)(B)(ii))

Please comment on the scope and range of hedlth coverage provided, including the types
of benefits provided and cost- sharing requirements. Please highlight the leve of
preventive services offered and services available to children with specia hedth care
needs. Also, describe any enabling services offered to CHIP enrollees. (Enabling
services include non-emergency transportation, interpretation, individua needs
assessment, home vidts, community outreach, trandation of written materids, and other
services designed to facilitate access to care.)

I npatient Services
Inpatient servicesinclude al physician, surgicd and other services ddivered during a
hospital stay. Inpatient services are covered in full.

Outpatient Services
Outpatient servicesinclude outpatient surgery, clinic services and emergency room care.
Outpetient services are covered in full.

Physician Services

Physician servicesinclude most of the services provided by a participating physician for
the diagnosis and trestment of anillness or aninjury. Physician services are covered in
full. Prior gpprova is needed for some procedures.

Clinic Services
Services are covered in full (including hedlth center services).

Prescription Drugs

Prescribed drugs and supplies approved by DMA and dispensed by an enrolled
pharmacist are covered in full. Some drugs require prior gpprova or have therapy
limitations. Prescriptions or refills are limited to Six per month per enrollee without prior
approval.

Over-the-counter medications

The following medications are covered in full: Multi-vitamins and multi-vitaminswith
iron, enteric coated aspirin, diphenhydramine, insulin, NIX, iron, meclizine, insulin
syringes and urine test strips. No other over-the-counter medications are covered.

Outpatient Laboratory and Radiology Services
Covered in full for physician ordered services.

Prenatal Care

Services are covered in full. Thisincludes Childbirth Education Services, a series of

eight classes regarding the birth experience and tools to prepare for a hedthier pregnancy,
birth and postpartum period.
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Family Planning Services
Covered sarvicesinclude initid and annua examinations, follow-up, brief and
comprehengve vists

Inpatient Mental Health Services

Inpatient mental health services are covered only for short-term acute care in genera
acute care hospitals up to 30 days per admission. Services furnished in a state- operated
mental hospita are not covered. Services furnished in an Indtitution for Mental Disease
(IMD) are not covered. Residentia or other 24-hour therapeuticaly planned structurd
services are covered only through the DHR MATCH Program.

Outpatient Mental Health Services

Services are covered through: Community Menta Health Centers, subject to limitations
specified in DHR standards; licensed applied psychologidts, limited to 24 hours per
cdendar year; psychiatrists, limited to 12 hours per caendar year.

I npatient Substance Abuse Treatment Services

Services are covered only for short-term acute care in genera acute care hospitals up to
30 days per admission. Services furnished in a state- operated mental hospital are not
covered. Servicesfurnished in an Inditution for Menta Disease (IMD) are not covered.

Resdential Substance Abuse Treatment Services

Services are covered only for short-term acute care in generad acute care hospitals up to
30 days per admission. Services furnished in a state- operated mental hospita are not
covered. Servicesfurnished in an Ingtitution for Mental Disease (IMD) are not covered.

Outpatient Substance Abuse Treatment Services
Sarvices are covered through Community Mentd Health Centers, subject to limitations
gpecified in DHR standards.

Durable Medical Equipment

Includes other medicaly related or remedid devices (such as prosthetic devices,
implants, eyeglasses, hearing aids, dental devices, and adaptive devices). Durable
medica equipment and supplies prescribed by a physician are covered. Prior approval is
required for custom molded shoes and for repairsto certain prosthetic devices. Medicd
equipment purchases and one-way mileage for delivery in excess of $200 require prior
gpproval.

Preventive Dental Services

Dentad and ord surgical services are covered asfollows: two vigts (initid or periodic) for
dentd exams/screens, and two emergency exams during office hours per caendar year
without prior gpprova.

Restorative Dental Services

One regtorative (filling) procedure per tooth per restoration, sedlants for first and second
permanent molars only; and orthodontic services with prior gpproval.
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Hearing Aids

Hearing aids are adlowed every three years without prior approva. Medica necessity for
hearing alds must be gpproved by Children's Medica Services. Prior approva is based
upon the completion of a hearing evaduation by the prescribing physician or other
licensed practitioner.

Vision Screening

Servicesinclude refraction, dispensing fees, and other refractive services are covered.
Medicaly necessary diagnostic services are dso covered. Limitations are 1 refractive
exam per caendar year.

Corrective Lenses (including eyeglasses)

Eyeglasses areincluded. Prior gpprova isrequired for other servicesincluding, but not
limited to: contact lenses, trifocad lenses, oversized frames, hi-index and polycarbonate
lenses. One refractive exam, optica device, fitting, and dispensing fee per calendar year
are covered. Additiona such services require prior approval.

I mmunizations

Regular physical exams (screenings), hedth tests, immunizations and treetment for
diagnosed problems are covered. Screening requirements are based on the
recommendations for preventive pediatric health care adopted by the American Academy
of Pediarics. Treatment is covered within the limitations on covered services.

Well-baby Visits

Regular physicd examinations (screening), hedlth tests, immunizations and trestment for
diagnosed problems are covered. Screening requirements are based on the
recommendations for preventive pediatric health care adopted by the American Academy
of Pediatrics. Treatment is covered within the limitations on covered services.

Well-child Vists

Regular physicd examinations (screening), hedth tests, immunizations and trestment for
diagnosed problems are covered. Screening requirements are based on the
recommendations for preventive pediatric hedth care adopted by the American Academy
of Pediatrics. Trestment is covered within the limitations on covered services.

Physical Therapy

One hour per day up to ten hours per calendar month is covered. With prior approvd,
this limit may be exceeded. Physical therapy is covered for children from birth through

18 years of age. Written prior gpprovd isrequired for medicaly necessary Children's
Intervention Services once the annud service limitations ligted in the Policy and
Procedure Manual have been reached. Individuaized Family Service Plan is required to
document medica necessity for amount, duration and scope of services
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Speech Therapy

One session per day up to ten sessions per month is covered. With prior approval, these
limits may be exceeded. Speech-language pathology is covered for children from birth
through 18 years of age. Written prior gpprova isrequired for medicaly necessary
Children's Intervention Services once the annud sarvice limitations ligted in the Policy
and Procedure Manual have been reached. Individuaized Family Service Plan is
required to document medica necessity for amount, duration and scope of services. Note
that children 18 years of age are not covered under these program services.

Occupational Therapy

One hour per day up to ten hours per calendar month is covered. With prior approval,
these limits may be exceeded. Occupationd therapy is covered for children from birth
through 18 years of age. Written prior gpprova isrequired for medicaly necessary
Children's Intervention Services once the annua service limitations listed in the Policy
and Procedure Manual have been reached. Individudized Family Service Planis
required to document medical necessity for amount, duration and scope of services.

Podiatry Services

Services covered are diagnosis, medical, surgica, mechanica, manipulative and
electrica trestment of ailments of the foot or leg as authorized within the Georgia Satue
governing podiatry services.

Medical Transportation
Emergency ambulance services are covered for an enrollee whose life and/or hedthisin
danger. Nonemergency transportation is not covered.

Home Health Services

Home hedlth services ordered by a physician and provided in the enrolleg's home,
induding part-time nursing services, physical, speech and occupationd thergpy, and
home health services covered for 75 vidts per caendar year. Home hedlth services
exceeding 75 visits may be covered when requested by a physician and determined to be

medicaly necessary by DMA.

Hospice Care
Covered under a plan of care when provided by an enrolled hospice provider.

Surgical Services
Services (including inpatient and outpatient surgica services) are covered in full. Prior
approval isneeded for certain procedures.

Nursing Care Services

Nurse Practitioner Services Program reimburses for a broad range of medical services
provided by Pearticipating Pediatric, Family, Adult, and OB/GY N Nurse Practitioners, and
Certified Registered Nurse Anesthetists (CRNA). Lab tests for purposes of family
planning provided by a nurse practitioner are covered. Medically necessary office and
nursing facility evauation and management are covered. Nurse Midwives are covered.
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End Stage Renal Disease

Service and procedures designed to promote and maintain the functioning kidney and
related organs are covered when provided by a provider enrolled in the ESDR program.
Acute rend dialyss services are covered under other programs.

Physician's Assistant Services

Covered sarvices are limited to primary care services and anesthesiologist's assstant
services authorized in the respective job description, which is gpproved by the Georgia
Composite State Board of Medicd Examiners.
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3.2.3 Ddivery Sysem

Identify in Table 3.2.3 the methods of ddivery of the child health assstance using Title
XXI fundsto targeted low-income children. Check dl that gpply.

Table 3.2.3
Type of ddivery system Medicaid CHIP State-designed Other CHIP
Expanson CHIP Program Program*
Program
A. Comprehensive risk 0%
managed care organizations
(MCOs)
Statewide? __Yes ___No Yes No Yes No
Mandatory enrollment? __Yes ___No Yes No Yes No
Number of MCOs
B. Primary care case 100%
management (PCCM)
program
C. Noncomprehensive risk No
contractors for selected
sarvices such as mentd
hedth, dentd, or vison
(specify servicesthat are
carved out to managed care, if
gpplicable)
D. Indemnity/fee-for-service All GBHC services
(specify sarvicesthat are are reimbursed on a
carved out to FFS, if fee-for-service
applicable) sc_:hedule. Mentadl,
vison and dental
health care do not
require areferral
from the GBHC
PCP.
E. Other (specify)
F. Other (pecify)
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3.3 How much does CHIP cost families?

3.3.1 Iscod sharing imposed on any of the families covered under the plan? (Cost
sharing includes premiums, enrollment fees, deductibles, and co-insurance/co-
payments, or other out-of-pocket expenses paid by the family.)

____No, skipto section 3.4

¥ Yes, check dl that apply in Table 3.3.1

Table 3.3.1

Type of cost-sharing Medicaid State-designed | Other CHIP
CHIP Expanson | CHIPProgram | Program*
Program

Premiums v

Enrollment fee

Deductibles

Coinsurance/co- payments**

Other (specify)

*Make a separate column for each “other” program identified in section 2.1.1. Toadd a
column to atable, right click on the mouse, sdlect “insart” and choose “column”.
**See Table 3.2.1 for detailed information.

3.3.2 If premiumsare charged: What isthelevel of premiums and how do they vary
by program, income, family size, or other criteria? (Describe criteriaand atach
schedule) How often are premiums collected? What do you do if familiesfail to
pay the premium? Isthere awaiting period (lock-out) before afamily can re-
enroll? Do you have any innovetive gpproaches to premium collection?

PeachCare for Kids does not require premiums for children ages 5 and younger.
Children ages 6 and older must pay amonthly premium of $7.50 for one child and
$15 for two or more children in the same household. The maximum afamily
would pay is $180 annudly for dl children in the household. There are no co-
payments, deductibles or enrollment fees for PeachCare.

Premiums are due on the first day of the month prior to the month of coverage.
Families receive a coupon book to assst with the payment of the premium, and
families may aso choose to pay for multiple monthsin advance. Familieswho

have not paid the monthly premium are sent letters around the 3" of the month,
and a second letter is mailed around the 7" to families who have not made the
monthly payment. If payment is not received by the date thet digibility is
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3.3.6

3.3.7

determined for the following month (typically around the 20™ of the month),
coverageis cancdled.

Late payments, unless otherwise indicated by the family, are gpplied to reingtate
the children for the following month. Reinstatement does not require awaiting
period.

If premiums are charged: Who may pay for the premium? Check al that apply.
(Section 2108(b)(2)(B)(iii))

Employer
Family
Absent parent
Private donations/sponsorship
Other (specify)

AN

If enrollment feeis charged: What isthe amount of the enrollment fee and how
doesit vary by program, income, family size, or other criteria? N/A

If deductibles are charged: What is the amount of deductibles (specify,
including variations by program, hedlth plan, type of service, and other criteria)?
N/A

How are families notified of their cost-sharing requirements under CHIP,
including the 5 percent cap?

The application and program descriptions describe the premiums. PeachCare for
Kids only requires premium payments for children ages 6 and older. There are no
co-payments or other out- of-pocket expenditures incurred for covered benefits.
Through this payment schedule, no family will pay more than $180 per year,
guaranteeing that expenditures will not exceed 5% of annua income.

How isyour CHIP program monitoring thet annua aggregate cost-sharing does
not exceed 5 percent of family income? Check dl that apply below and include a
narrative providing further details on the approach.

Shoebox method (families save records documenting cumulative level of
cost sharing)

Hedth plan adminigration (hedth plans track cumulative level of cost
sharing)

Audit and reconciliation (State performs audit of utilization and cost
sharing)

Y Other (specify)

By having alow premium that never exceeds $180 per year for afamily, we are
assured that aggregate cost sharing never exceeds 5% of the family income.
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3.3.8 What percent of families hit the 5 percent cap since your CHIP program was
implemented? (If more than one CHIP program with cost sharing, specify for
each program.)

3.3.9 Hasyour State undertaken any assessment of the effects of premiums on
participation or the effects of cost sharing on utilization, and if o, what have you
found?

In our disenrollee survey, we found that cost is infrequently the reason for
disenrollment (less than 1% of families disenrolled due to cost). In our focus
groups, familiestold us the premium is very affordable.

3.4  How do you reach and inform potentia enrollees?
34.1 What client education and outreach gpproaches does your CHIP program use?
Please complete Table 3.4.1. Identify dl of the client education and outreach
approaches used by your CHIP program(s). Specify which approaches are used

(v = yes) and then rate the effectiveness of each approach on ascaeof 1to 5,
where 1=least effective and 5=mogt effective.
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Table 3.4.1

Approach Medicaid CHIP Expangon | State-Designed CHIP Program | Other CHIP Program*
v =Yes | Rding(1-5) v =Yes Ratiing (1-5) | v =Yes | Raing(1-5)

Billboards v 2
Brochures/flyers v 5
Direct mail by State/enrollment
broker/administrative contractor
Education sessions v 4
Home vigits by State/enrollment
broker/administrative contractor v 4
Hatline v
Incentives for education/outreach
Seff
Incentives for enrollees
Incentives for insurance agents
Nonttraditiond hoursfor
gpplication intake v 5
Prime-time TV advertisements

v 5
Public access cable TV
Public transportation ads v 5
Radio/newspaper/TV
advertisement and PSAs 5
Signg/posters L, 3
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3.4.2 Where does your CHIP program conduct client education and outreach?

Please complete Table 3.4.2. Identify al the settings used by your CHIP program(s) for client education and outreach.
Specify which settings are used (T =yes) and then rate the effectiveness of each setting on ascde of 1 to 5, where 1=least

effective and 5=mogt effective.
Table 3.4.2
Setting Medicaid CHIP Expanson | State-Designed CHIP Program | Other CHIP Program*

v =Yes Rating(1-5) | v =Yes Rating(1-5) | v =Yes | Rating (1-5)

Battered women shelters
Community sponsored events v 5
Beneficiary’ s home
Day care centers v 3
Fath communities v 3
Fast food restaurants
Grocery stores
Homeless shelters v 3
Job training centers v 3
Laundromats
Libraries v 3
L ocal/community hedth centers v 5
Point of service/provider locations v 5
Public meetingghedith fairs v 4
Public housing v 3
Refugee resettlement programs
School/adult education Sites v 5
Senior centers
Socid service agency v 4
Workplace v 4
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4.3  Describe methods and indicators used to assess outreach effectiveness, such asthe
number of children enrolled relaive to the particular target population. Please be
as specific and detailed as possible. Attach reports or other documentation where
available.

One of the methods used to assess outreach effectiveness was the new enrollee
survey. Approximately 41 percent of those surveyed (1,756 tota) reported that
they had heard about PeachCare for Kidsin advertisements, while 12 percent
stated they had heard of the program through outreach/case/ DFACS workers.
(Thirty one percent of new enrollees aso indicated that they heard about
PeachCare through friends/family members/church, while others heard about it
through their hedlth care provider (22%), the public hedlth department (19%),
news sources (12%), schools (8%), and others (8%).

One year after statewide implementation, PeachCare reached its two-year
enrollment goa with 60,054 children enrolled on January 1, 2000. With over
70,000 enrolleesto date, we know that our marketing campaign has been
successful and has worked to motivate many people to apply. In year two, we
will place our focus on hard to reach populations (See Table 4).

To further ascertain why hard to reach digible families have not enrolled in
PeachCare for Kids, we conducted focus groups. These groups were African
Americans, (some urban, and somerurd), arura racidly mixed group, a Hispanic
group, and one group of parents of adolescents. Two issues of particular interest
of the focus groups were: perceptions of PeachCare marketing efforts and its
effectiveness in motivating gpplicants; and motivations necessary to promote trial
suggestions for marketing PeachCare for Kids. We can use the information from
the focus groups to attract this digible non-participating population.
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Table4

Attributes of Population

Total Uninsured
Children*

Eligible for
PeachCare for Kids*

PeachCare for Kids
Enrollees

Race/Ethnicity
Black, non-Hispanic
Hispanic*

White, non-Hispanic

Other
Unknown

L ocation
MSA - Urban
MSA — Rural
Unknown

376,769

157,054 (42%)
26,584  (7%)
180,047 (48%)
13086  (3%)

220,936 (59%)
155,834 (41%)

119,558 (329%)

37,705 (32%)
6111 (5%)
74,646 (62%)
1,006 (1%)

86,223 (48%)
61,345 (52%)

47,584 (40%)

14,482 (30%)
1,378 (3%)
28,977 (61%)
805 (2%)
1,942 (4%)

23914 (50%)
13,922 (29%)
9,748 (20%)

SOURCE: Current Population Survey combined 1997, 1998, 1999 data and estimated PeachCare enrollment data
*Sample sizeisvery small and numbers should be used with caution.

Table compiled by Georgia Health Policy Center, 02/16/2000
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3.4.4 What communication approaches are being used to reach families of varying ethnic backgrounds?

PeachCare has used various communication gpproaches to target eigible families of different ethnic backgrounds. An
example of which iswhen PeachCare for Kids participated in "For Sigters Only," an event atended primarily by
Africant American women. This event coordinated by V-103, an Atlanta arearadio station, draws over 60,000 women
each year. PeachCare was the officid sponsor of the McDonald's Kids Corner. As children enjoyed the play area, the
PeachCare outreach staff was available with program information and applications for the parents. In addition to being
part of the event, V-103 did on+air interviews with PeachCare representatives before and during the event.

We have a so based our communication approaches on responses from our focus groups of non-participating eigible
families, which included groups of African-American and Hispanic parents. The information gathered from these
groups assisted in the development of the outreach activities for the second year of the program. The prdiminary
results of the groups have directed PeachCare to refine the information and messages that are promoted in the
marketing materiadls. We learned that parents are very positive about PeachCare for Kids broad benefits and low codt,
and that these features should be emphasized in the marketing. They were dso impressed with the large choice of
providers that makesiit likely that they will be able to keep their own provider. These important issueswill be used to
enhance the information provided in future brochures and flyers.

With the assstance of the Georgia Hedth Policy Center, the Department of Community Hedth awarded 25 mini-grants
to organizations to conduct targeted outreach for PeachCare for Kids and Medicaid. Grant monies were made available
through a competitive process to community based groups conducting outreach to hard-to-reach populations within the
gate. The purpose of these grantsis to reach our non-participating digible families in non-traditiona ways. Issues of
trust, cultura variances, immigration status, language differences, and illiteracy are often barriers and reasons that
traditiona approaches do not reach our nonparticipating families. Based on these issues and barriers, our outreach is
community- centered. Results of the mini-grant program will be available in August.

Thefollowing table (Table 5) includes the outreach activities of our mini-grants to date, and those planned for FY
2000.
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Table5

Communication Approaches

Target Population Outreach Activity
Homeless population - PeachCare materias distributed during intake process to homeless shdlters
Various ethnic backgroundsin Fulton, - PeachCare educationa workshops

Clayton, DeKalb Counties

Community canvass as part of the Martin Luther King Jr. summit

Higpanic - rura/African

- PeachCare seminars to community businesses/industries

American/White - Chrigtmas Parade - Sponsor PeachCare Float/Vaentine Teas a locd PTAsand PTOs
- Quadlification process for free school lunch program to identify and enroll PeachCare and Medicaid
digibles
- Inform teacher, principals, school nurses, and guidance counsdors about PeachCare and Medicad
Higpanic families - PeachCare presentations at PTA meetings across the county

- Didribution of PeachCare literature at retail outlets, grocery stores, churches, medica maternity
floors, and stadium during Hispanic culture day and soccer matches

- Sponsorship, development and distribution of PeachCare materids at hedlth fairs

- Door-to-door canvassng

Adan/Pacific Idanders

- Trandation and digtribution of PeachCare materids
- Training of gaff, community assstance providers, and outreach workers in asssting with
PeachCare application process

Working poor/entry level sdaried
workers/Hispanic families

- Dedign of PeachCare promotiond materias for newspaper ads, posters, and flyers (distribution of
flyersvia utility bills and paychecks)

- Sponsor of PeachCare sign-ups at loca businesses and agencies (daycare centers and United Way
agencies)

Africanr American families

- Desgn and digtribution of flyers, and door-to-door campaign
Workshops at community centers and churches
- Locd radio and tdlevison PSAs

Families with disabled children

- PeachCareinservice trainings of saff
- PeachCare information distribution at local churches, Head Start programs, and daycare centers

Pre-K, Elementary, Middle School
Children

Attendance a PTO meetings for PeachCare awareness and application assistance
On-gte sarvices a dementary and middle schoolsto dlow parents to ask questions about
PeachCare

- Display of PeachCare bulletin boards at schools

Low to Middle income familiesina
culturd, racid or ethnic minority

- Promotion PeachCare and Medicaid through bimonthly newdetter distributed to every P.O. and
Rura Route Box holder in county
- Door to door campaign and hedlth fair
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Rurd families

- Public service announcements recorded by well known community members

- Loca Christmas Parade - PeachCare sponsored booth

- PeachCare information digtribution a& Community Festival

- PeachCare presentations-local churches/child care centers/PTAs/business civic clubs

- PeachCare billboardsin high traffic areas

- Radio announcements, newspaper ads, newdetters, and loca televison shows

- PeachCare booths set up throughout county for distribution of PeachCare info/gpplication
assigtance

- PeachCare displays at local businesses

- Organization/Employer presentations regarding PeachCare

- Monthly news articles regarding PeachCare, table matsin restaurants, flyersin grocery bags and
local phone hills

- Letter writing campaign to loca businesses sponsored by after school program inquiring whether
PeachCare is available to employees

- Didribute PeachCare literature and materias to fast food restaurants and smal businessesto pass
on to their employees

- Didribute PeachCare literature to parents receiving infant and toddler car seets, to new families at
the Marine Logistics Base, and at hedth fairs

- Confidentid mailings via hospital/Board of Educetion to target children not enrolled in hesth
insurance and participating in free/reduced lunch program

Familiesin locd housng development

- PeachCare presentation - Loca Education Prograny job search classes
- Locd hedth fair - Sponsor PeachCare booth/ass stance with PeachCare application

Minority children

- Parent sessions regarding PeachCare/Medicaid at Head Start programs, kindergartens, public
schools
- Hedth fairs and distribution of PeachCare information at apartment complexes, grocery stores,

laundries, beauty shops

Familiesminoritiesin rurd aress

- PeachCare presentations/PeachCare literature distribution at parent/teacher conference seriesand in
school report cards

- Weekly vidtsto loca battered women's shelter to increase awareness and distribute PeachCare
literature

- Didribute information adult literacy conference

- Sponsor PeachCare booths at retail outlets during Christmas and locd festivas

Parents seeking employment and
Loca Busnesses

- PeachCare promotion at specific job fairs, United Way job fairs, and Goodwill job placement
sarvices
- Design and distribute PeachCare paycheck stuffers
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3.4.5 Haveany of the outreach activities been more successful in reaching certain
populations? Which methods best reached which populations? How have you

measured their effectiveness? Please present quantitative findings where

avalable,

Currently, our new enrollee survey responses indicate that our advertisements
have been most successful at reaching Africant American, and
family/friends/churches have been most successful a reaching Hispanics (see

Table 6 below).

PeachCare for Kids aso monitors phone volume for an etimate of the

effectiveness of certain outreach activities. With the digtribution of 1.4 million
flyersto children enrolled in public schools, phone volume and gpplication

requests were monitored as an indication of the success of the effort. During the
first Sx weeks of the new school year, as the flyers were being distributed, an
average of 800 applications were requested per day - an increase of 400% over the
average of 200 request per day in the prior weeks.

Since our mini-grants were awarded funding in September 1999, their
effectiveness may be evaluated as soon as August 2000 (FFY 2000).

Table6

How did you hear about PeachCar e?

White African American Hispanic Other/Multi-racia
Advertisement 40% 46% 20% 60%
News 14% 10% 0 12%
Hedlthcare Provider 21% 22% 26% 28%
Family/Friend/Church 30% 32% 32% 40%
School 8% 5% 15% 15%
Public Hedlth Dept. 19% 17% 26% 29%
Outreach/Casaworker 10% 16% 8% 22%
Other 8% 8% 6% 13%

SOURCE: New enrollee survey, respondents were enrolled January - December 1999. Column totals
exceed 100% because respondents could choose more than one source from which they heard about

PeachCare.

3.5  What other hedth programs are available to CHIP digibles and how do you coordinate
with them? (Section 2108(b)(1)(D))

Describe procedures to coordinate among CHIP programs, other health care programs,
and non-hedlth care programs. Table 3.5 identifies possible areas of coordination
between CHIP and other programs (such as Medicaid, MCH, WIC, School Lunch).

Developed by the National Academy for Sate Health Policy




Check dl areasin which coordination takes place and specify the nature of coordination
in narrdive text, either on the table or in an atachment.

Table 3.5

Type of
coordination

Medicad* | Maternd and

child hedlth

Other

(specify)
DFACS

Other (specify)
Uninsured - GA
Partnership for

Caing

Other (specify)
Loca Public
Hedth

Department

Adminigtration

(\

Outreach

<

v

Higihility
determination

(\

Sarvice ddivery

Procurement

Contracting

Data collection

Quelity

assurance

AN NI N N BN

Other (specify)

*Note: Thiscolumnis not applicable for States with aMedicaid CHIP expansion program only.
See Section 2.2.1 regarding CHIP coordination with other programs.

3.6

36.1

How do you avoid crowd-out of private insurance?

Describe anti-crowd-out policies implemented by your CHIP program. If there
are differences across programs, please describe for each program separately.
Check al that apply and describe.

Bligibility determination process:

v
v

Waiting period without hedlth insurance (pecify) 3 months
Information on current or previous health insurance gathered on

gpplication (specify).

PeachCare for Kids has implemented a three-month waiting period in which
enrollees must be uninsured before they are enrolled in CHIP. A child isdenied
digibility if: gheisdigiblefor Medicad; it is determined that ghe voluntarily
terminated coverage under an employer plan during the past three months; sheis
covered under a group hedlth plan or under health insurance coverage as defined
in section 2791 of the Public Headlth Service Act; ghe isamember of afamily
eigiblefor hedth benefits under a State hedth benefit plan based on afamily
member's employment with a public agency in the Sate.
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3.6.2

Employer information is also validated by checks of wage record data with the
Georgia Department of Labor when available. Once children are enrolled, the
labor department files are periodically checked to determine whether there have
been changesin employers. The PeachCare for Kids application contains
guestions about current and past coverage under group hedlth plans and family
members employment with State agencies.

Voluntary termination of coverage does NOT include the following: employer
cancellation of the entire group plan; loss of digibility due to parent's layoff;
resignation of parent from employment; employment termination; leave of
absence without pay; or reduction of work hours; cancellation of COBRA or an
individua policy. The PeachCare for Kids gpplication contains questions about
current and past coverage under group hedlth plans and family members
employment with state agencies. Eligibility for a ate plan is checked
eectronicaly, and enrollment in Medicaid is checked dectronicaly aswell.
Employer information is also validated by checks of wage record data with the
Department of Labor when available,

__Information verified with employer (specify)
v Records match (specify)

State benefit plan eigibility, Medicaid enrollment, and the Department of Labor
perform checks after enrollment.

Benefit package design:
Benefit limits (oecify)

Cost-sharing (specify)

____ Other (specify

____ Other (specify)

Other paliciesintended to avoid crond out (e.g., insurance reform):
__ Other (specify)

___ Other (specify)

How do you monitor crowd-out? Wheat have you found? Please attach any
available reports or other documentation.

Because of the limitations of CPS and other data sources, we cannot detect
disenrollment in private and public insurance programs due to PeachCare for
Kids.
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SECTION 4. PROGRAM ASSESSMENT

This section is designed to assess the effectiveness of your CHIP program(s), including
enrollment, disenrollment, expenditures, access to care, and qudlity of care.

4.1  Who enrolled in your CHIP program?

4.1.1 What arethe characterigtics of children enrolled in your CHIP program? (Section
2108()(1)(B)(1))

Please complete Table 4.1.1 for each of your CHIP programs, based on data from
your HCFA quarterly enrollment reports. Summarize the number of children
enrolled and their characteristics. Also, discuss average length of enrollment
(number of months) and how this varies by characterigtics of children and families,
aswell as across programs.

States are dso encouraged to provide additiond tables on enrollment by other
characterigtics, including gender, race, ethnicity, parenta employment status,
parenta marital Satus, urbarv/rurd location, and immigrant status. Use the same
format as Table 4.1.1, if possible.
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Table 4.1.1 CHIP Program Type State-designed CHIP Program

Characteridics Number of children Average number of Number of disenrolleest*
ever enrolled months of enrollment*
FFY
FFY 1998 | FFY 1999 | FFY 1998 | 1999 FFY 1998 | FFY 1999

All Children N/A 47584 N/A N/A 4,879
Age
Under 1 398 33
1-5 13,794 719
6-12 23,023 2,806
13-18 10,369 1,321
CountablelncomeL evel*
At or below 150% FPL 27,591 3273
Above 150% FPL 19,993 1,606
Age and Income
Under 1

At or below 150% FPL 0 0 0

Above 150% FPL 398 1.68 33
1-5

At or below 150% FPL 5725 184 348

Above 150% FPL 8,069 192 371
6-12

At or below 150% FPL 15,017 184 1,992

Above 150% FPL 8,006 192 814
13-18

At or below 150% FPL 6,849 1.89 933

Above 150% FPL 3,520 1.95 388
Type of plan
Fee-for-service
Managed care
PCCM 47584
SOURCE: HCFA Quarterly Enrollment Reports, Forms HCFA -21E, 64.21E, 64EC, Statistical Information Management
System.
* Average number of months of enrollment does not indicate average length of enrollment as the cal cul ation does not reflect
ongoing enrolment.
** Disenrollment numbers may double count individuals who have enrolled and disenrolled in the program more than once
during the year.

49

Developed by the National Academy for Sate Health Policy




Table 4.1.1 CHIP Program Type State-designed CHIP Program

Characterigtics Number of children ever Number of disenrollees
enrolled
FFY 1998 | FFY 1999 FFY 1998 FFY 1999

All Children ** 47,584

Race/Ethnicity

White, norn+Hispanic 28977

Black, non-Hispanic 14,482

Hispanic 1,378

Other 805

Unknown 1,942

L ocation

MSA/Urban 28,788

Non-MSA/Rurd 18,796

SOURCE: ** Estimated PeachCare enrollment data - Claims Data, September 30, 1999.

4.1.2 How many CHIP enrollees had access to or coverage by hedlth insurance prior to
enrollment in CHIP? Please indicate the source of these data (e.g., application form,
survey). (Section 2108(b)(1)(B)(i))

Based on our new enrollee survey, 17% of the respondents reported that they had had
insurance to help with the cost of care in the past year, with 12 percent of these
respondents reporting that this insurance was through ajob.

SOURCE: New Enrollee Random Survey of 500 new enrollees per month with 44 percent response rate
conducted by Georgia Health Policy Center, Georgia State University, 1999.

4.1.3 What isthe effectiveness of other public and private programs in the State in increasing
the availability of affordable qudity individua and family hedlth insurance for children?
(Section 2108(b)(1)(C))

The only other public insurance program in the state is Medicaid, which covered 690,220

children in Georgiain State Fiscal Year 1998. CPS data shows that there are
approximately 147,000 more igible children.
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4.2  Who disenralled from your CHIP program and why?

4.2.1 How many children disenrolled from your CHIP program(s)? Plesse discuss
disenrollment rates presented in Table 4.1.1. Was disenrollment higher or lower
than expected? How do CHIP disenrollment rates compare to traditional
Medicaid disenrollment rates?

In FFY 1999, 4,879 children disenrolled from PeachCare for Kids. Based upon
comparisons with disenrollment rates in other states, we had expected that our
disenrollment rates would be approximately 10% of our enrollment. Table 7
shows the primary reasons for disenrollment.

Table7
PeachCarefor KidsVoluntary Disenrollment
based on Survey of Disenrollees**

Families Per cent

Reason for disenrollment

Got other insurance* 521 40%
Fell behind on payments 253 20%
Cost too much 141 11%
Income changed (increase/decrease) 133 10%
Plan didn't meet expectations 112 %
No longer needed hedthcare 27 2%
Deceased 5 0
Unableto find dentist 11 1%
Employer stopped paying premiums 5 0
Other/known reason 85 7%
Total 1,293 100%

SOURCE: Disenrollee survey with 44% response rate conducted by Georgia Health Policy Center,
Georgia State University, 1999.

*|n alater question, an additional 20% reported they had since obtained other health insurance, for atotal
of 60% of disenrollees currently insured through other sources.

**People were surveyed only when their reason for disenrollment was not apparent from administrative
records.

4.2.2 How many children did not re-enroll a renewa? How many of the children who
did not re-enroll got other coverage when they left CHIP?

Because the program has only been operationd just over one year, we do not yet
have data on the number of children who did not re-enroll a renewa. We know
from the disenrollee survey that approximately 60% of disenrollees have obtained
other hedlth insurance.
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4.2.3 What were the reasons for discontinuation of coverage under CHIP? (Please specify data
source, methodologies, and reporting period.)
Table 4.2.3
Reason for Medicaid CHIP State-designed CHIP | Other CHIP
discontinuation of Expansion Program Program PeachCare | Program*
coverage
Number of Percent | Number of | Percent | Number of | Percent
disenrollees | of total | disenrollees | of total | diserrollees | of total
Total 2512
Access to commercial
insurance* 521 21%
Eligible for Medicaidt 789 31%
Income too high
Aged out of programt 105 4%
Moved/diedt 69 3%
Nonpayment of
premium* 258 10%
Incomplete
documentation
Did not reply/unable to
contact
Other(specify)
Became active againt 21 %%
Other (specify)
Plan didn't mest
expectations* 112 4%
Other (specify)
Cost too much* 141 6%
Other (specify)
Unable to find dentist* 11 0.4%
Other (specify)
No longer needed
healthcare* 27 1%
Other (specify)
Income changed (up or
down)* 133 5%
Other (specify)
Merit System
match/State employee* 40 2%
Other/Unknown reason* 85 3%

SOURCE: Claims Data and Disenrollee Survey. Survey (with 44 percent rate) was conducted by Georgia Health
Policy Center, Georgia State University, 1999.

* Families who voluntarily disenrolled from the program and whose reason for disenrollment was not
apparent from administrative records.
T Families disenrolled by the program because they were no longer dligible.
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4.2.4 What sepsisyour State taking to ensure that children who disenroll, but are il digible,
re-enroll?

Participants are reminded of the re-enrollment procedure in the cancellation letter and the
disenrollee survey.

4.3  How much did you spend on your CHIP program?

431 Wha werethetotd expendituresfor your CHIP program in federd fiscd year (FFY)
1998 and 19997

FFY 1998 _N/A

FFY 1999 $10,270,740 (total computable share)

Please complete Table 4.3.1 for each of your CHIP programs and summarize expenditures by category

(total computable expenditures and federa share). What proportion was spent on purchasing private
hedlth insurance premiums versus purchasing direct services?
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Table 4.3.1 CHIP Program Type State-designed Program
Type of expenditure Total computable share Total federa share

FFY 1998 | FFY 1999 | FFY 1998 FFY 1999
Total expenditures N/A 10,270,740 | N/A 7,428,826
Premiums for private health insurance
(net of cost-sharing offsets)* N/A (932,775) | N/A (674,676)
Fee-for-service expenditures (subtotal) | N/A 10,701,091 | N/A 7,740,099
Inpatient hospital services N/A 887,263 | N/A 641,757
Inpatient mental health facility services N/A 0| N/A 0
Nursing care services N/A 35,969 | N/A 26,016
Physician and surgical services N/A 1,952,801 | N/A 1,412 461
Outpatient hospital services N/A 1,879,787 | N/A 1,359,650
Outpatient mental health facility services N/A 0| N/A 0
Prescribed drugs N/A 2,207,369 | N/A 1,596,590
Dental services N/A 1,804,524 | N/A 1,305,212
Vision services N/A 191,687 | N/A 138,647
Other practitioners services N/A 222,681 | N/A 161,065
Clinic services N/A 354,693 | N/A 256,549
Therapy and rehabilitation services N/A 4584 N/A 3,316
Laboratory and radiological services N/A 21,409 | N/A 15,485
Durable and disposable medica equipment N/A 64,417 | N/A 46,593
Family planming N/A 3019| N/A 2184
Screening services N/A 410,432 | N/A 296,865
Home health N/A 154 | N/A 111
Home and community-based services N/A 0| N/A 0
Hospice N/A 0| N/A 0
Medical transportation N/A 18954 | N/A 13,709
Case management N/A 634,941 | N/A 459,253
Other services N/A 6,407 | N/A 4,634

*Tota expenditures equas Fee-for- Service (benefits) expendituresin Table 4.3.1 plus adminigtrative
expensesin Table 4.3.2 minusthe premiumsin Table 4.3.1.
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4.3.2 What werethe total expenditures that applied to the 10 percent limit? Please

complete Table 4.3.2 and summarize expenditures by category.

What types of activities were funded under the 10 percent cap? PeachCare for
Kids funded a variety of functions under the 10 percent cap, including genera

adminigrative codts, such as gaff, enrollment and account maintenance, and

outreach activities as detailed in Table 3.4.1 and within Section 3.4.4.

What role did the 10 percent cap have in program design? Due to the the

commitment of the State to ensure uninsured children are aware of and enrolled in

PeachCare for Kids, the 10 percent cap did not affect the program’ s ahility to

implement a successful program. Without the dedication of the State to supply

unmatched funds, PeachCare would not have been able to exceed enrollment

projections.

Table 4.3.2

Type of expenditure Medicad State-designed Other CHIP
Chip Expansion CHIP Program Program*
Program
FY 1998 | FY 1999 | FY 1998 | FY 1999 | FY 1998 | FY 1999

Total computable

share 502,420

Outreach -

Adminigration 502,420

Other -

Federal share 363,400

Outreach -

Adminigration 363,400

Other -

*Make a separate column for each “other” programidentified in section2.1.1. Toadd acolumnto a
table, right click on the mouse, select “insert” and choose “column.”

4.3.3 What were the nonFedera sources of funds spent on your CHIP program
(Section 2108(b)(1)(B)(vii))

v/ State approprietions
___ County/locd funds
___ Employer contributions

____Foundation grants

____ Private donations (such as United Way, sponsorship)

Y Other (specify)

Family Premiums
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4.4

How are you assuring CHIP enrollees have access to care?

4.4.1 What processes are being used to monitor and evaluate access to care received by
CHIP enrollees? Please specify each delivery system used (from question 3.2.3)

if gpproaches vary by the delivery system within each program. For example, if

an gpproach is used in managed care, pecify ‘MCO.” If an approachisused in

fee-for-service, specify ‘FFS.” If an approach isused in a Primary Care Case
Management program, specify ‘PCCM.’

Table 4.4.1

Approaches to monitoring access M edicaid State-designed | Other CHIP
CHIP CHIP Program*
Expansion Program
Program

Appointment audits N/A

PCP/enrolleeratios PCCM

Time/distance sandards PCCM

Urgent/routine care access standards PCCM

Network capacity reviews (rura providers,

safety net providers, specidty mix) N/A

Complaint/grievance/

Disenrollment reviews PCCM

Casefilereviews N/A

Bendficary surveys PCCM

Utilization andys's (emergency room use,

preventive care use) PCCM

Other (specify) Externad program evauation PCCM

Other (specify) Medica Records Review PCCM

Other (specify) Saidfaction surveys PCCM
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4.4.2 What kind of managed care utilization data are you collecting for each of your
CHIP programs? If your State has no contracts with headlth plans, skip to section

4.4.3.

Table 4.4.2

Type of utilization data Medicaid CHIP State-designed | Other CHIP
Expansion CHIP Program | Program*
Program

Requiring submission of raw __Yes ___No __Yes _ _No|__Yes _ No

encounter data by health

plans

Requiring submission of __Yes ___No __Yes __ _No|__Yes _ No

aggregate HEDI S data by

hedth plans

Other (specify) Yes No __Yes _ _No|__Yes _ No

*Make a separate column for each “other” program identified in section 2.1.1. To add a column to atable,

right click on the mouse, select “insert” and choose “column”.

4.4.3 What information (if any) is currently available on access to care by CHIP
enrollessin your State? Please summarize the results.

Our dataindicate that PeachCare for Kidsis off to agood start. To measure
access to care, we surveyed our enrollees who had been in PeachCare for at least

sx months (response rate = 70%). We found:

66% of enrollees were able to keep their PCP when they joined

PeachCare. Thirty four percent (34%) of PeachCare parents responded
that they changed to a new doctor/nurse when they joined PeachCare, and
of these 82% said they did not have a problem in finding a doctor or nurse
that they were happy with.

93% of parents said that they usudly or dways got the help they needed
when they contacted their doctor's office during regular office hours to get
help or advice.

91% reported that when their child wasinjured or becameill, they were
able to get the needed care right away.

86% stated that their child recelved anew prescription or refill when they
needed it.

For those respondents that called customer service to get information, 88%
reported getting the help they needed with PeachCare.
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4.4.4 What plans does your CHIP program have for future monitoring/evauation of
accessto care by CHIP enrollees? When will data be available?

Information Strategies

We intend to give feedback information on performance to PCPs so thet they are
aware of how they are doing in meeting the objectives of PeachCare. Feedback of
this kind has been shown to result in provider behavior change. We will aso
consder adding financid incentives in future years to encourage achievement of
these objectives.

Based on the findings of our evauation, we will identify quaity improvement
projectsin the second year of PeachCarefor Kids. DMA isin the process of
discussing a project to improve asthma management with some of the providersin
the state. Another plan may include preventable hospita visits, and AAP
Standards for well-child vidgts. In summarization, we will monitor access and
quaity standards in feedback in subsequent years. Data may be availablein
September 2000.
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45  How are you measuring the qudity of care received by CHIP enrollees?

45.1 What processes are you using to monitor and evauate qudity of care received by
CHIP enrollees, particularly with respect to well-baby care, well-child care, and
immunizations? Please specify the gpproaches used to monitor qudity within
each ddivery system (from question 3.2.3). For example, if an gpproach is used
in managed care, specify ‘MCO.” If an approach is used in fee-for-service,
specify ‘FFS.” If an gpproachisused in primary care case management, specify

‘PCCM.’
Table 4.5.1
Approachesto monitoring quality Medicaid CHIP State-designed | Other CHIP
Expansion Program | CHIP Program | Program
Focused studies (specify)
Client satisfaction surveys PCCM
Complaint/grievance/
Disenrollment reviews PCCM
Sentinel event reviews PCCM
Pan stevigts

Casefile reviews

Independent peer review

HEDI S performance measurement PCCM
Other performance measurement (specify)

Health Check PCCM
Other (specify)

Credentialing/Recredentiaing PCCM
Other (specify) Quarterly Utilization

Review PCCM
Other (specify) Medical Records Review PCCM
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452 What information (if any) is currently available on quality of care received by
CHIP enrollees in your State’? Please summarize the results.

Based on the CAHPS survey of PeachCare families, we know that enrollees are
receiving qudity care and that PeachCareis off to agood sart.  The familiesrate
the quaity of providers and plan very high. Thefollowing are our CAHPS

Survey Highlights

Overd| Qudity Reting of: Percentage Very
Satisfied*

Personal doctors or nurses 87%

Specidids 87%

All health care providers and doctors 91%

Dentists 86%

Equipment, services and help 93%

All experiences with PeachCare for Kids 86%

SOURCE: GeorgiaHealth Policy Center, PeachCare for Kids CAHPS 2.0 Survey, February 2000.

*Very Satisfied = people with positive responsesrated 7 to 10 on ascale of 1 to 10.

The CAHPS survey results have additional details regarding quality of care,
which we have not yet andyzed. A full report will be avallable in April 2000.

4.5.3 What plans does your CHIP program have for future monitoring/evauation of
quaity of carereceived by CHIP enrollees? When will data be avallable?

The performance measures are listed below:

Percent of children receiving each screening or completing each visit on or
about the recommended schedule.

Percent of children receiving immunizations on or about the recommended
schedule.

Percent of children being hospitalized for conditions that could have been
treated earlier on an outpatient basis (preventable hospitaizations).
Percent of children being referred repestedly to the emergency department for
care that might be provided in a PCP office.

Percent of children with asthma receiving appropriate care, as defined by
nationa standards.

Percent of parents satisfied with the care their child is receiving.

See Section 1.3 for available data dates.
4.6  Please attach any reports or other documents addressing access, quality, utilization, costs,

satisfaction, or other aspects of your CHIP program’s performance. Please list
attachments here,
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SECTION 5. REFLECTIONS

This section is designed to identify lessons learned by the State during the early implementation
of its CHIP program as well as to discuss ways in which the State plans to improve its CHIP
program in the future. The State evaluation should conclude with recommendations of how the
Title XXI program could be improved.

5.1

What worked and what didn’t work when designing and implementing your CHIP
program? What lessons have you learned? What are your “best practices’? Where

possible, describe what evauation efforts have been completed, are underway, or planned

to analyze what worked and what didn’'t work. Be as specific and detailed as possible.
(Answer al that apply. Enter ‘NA’ for not applicable))

5.1.1 Hligibility Determination/Redetermination and Enrollment

The mail-in application, supported by the toll-free number, has been cited by
parents as a Ssmple process that meets their needs (sources. new enrollee survey
and focus groups). The application does not require cumbersome documentation
that places undue burden on parents to prove their children’ s digihility.
Assstance with the gpplication is available from 7:30 am. until 7:30 p.m.
According to the new enrollee survey, 67% of the parents have used the toll-free
number to request an application or inquire about the program. Parents tend to
cdl with questions about provider choice, digibility requirements, pre-exising
condition limitations, and benefits.

Maintaining coverage once enrolled isdso smple for the families. While
premiums are charged for children over the age of 6, an evauation of voluntary
disenrollment by the Georgia Hedlth Policy Center shows that only 141
PeachCare families disenrolled from the program due to cost and 253 disenrolled
when they accidentally got behind on premiums.

PeachCare applications of potentialy Medicaid-digible children are sent to the
RSM team for processing. Thisdigibility determination does not require any
intervention on the part of the parent to initiate. The RSM team cortacts the
familiesif additiond information is needed (e.g. children have other insurance, do

not have a Social Security number). This process does not require aface-to-face

interview and is as Smple as possible to facilitate the children in gaining coverage
under Medicaid.

The redetermination process for PeachCare for Kids is designed to maintain
coverage for the children by reducing artificid barriersto coverage. The process
employs the same standards of sdlf-declaration as the origina gpplication.
Families are sent dl pertinent information on the account and are directed to call
to report any changes. |If there are no changes, PeachCare for Kids does not
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5.1.2

5.1.3

require any action by the parent to maintain coverage, aslong asdl applicable
premiums are paid.

The redetermination process for children enrolled in Medicaid through a
PeachCare for Kids application is handled by mail, reducing the need for
appointments, travelling to an office, or aface-to-face interview. Asthe casesare
maintained by DFACS, the redetermination application must be completed and
submission of documentation is required. The gpplication includes information

for Food Stamps, cash assistance and other socid service programs.

Outreach

PeachCare for Kids has developed a successful mgor media campaign that was
created to raise awareness of the program. The media campaign has a private
market apped that atracts families who may have reservations about applying for
apublic program. The campaign aso attracts parents of Medicad digible
children who assume their income is too high for Medicaid coverage. Aswith
most mgor media efforts, the campaign is effective in reaching a broad range of
the population. It must, however, be enhanced to find the hard-to-reach
populations.

To target hard-to-reach populations, Georgia has initiated several community-
based approaches. The Right from the Start Medicaid program is able to provide
grassroots outreach throughout local communities. With afocus on nornt
traditiond work hours and non-traditiona locations, they are able to contact
working families that might not be reached through broad-based outreach efforts.
In addition, the mini-grant program provided 25 community-based organizations
with the support to conduct targeted outreach in their communities.

The grestest chdlenge in implementing an effective outreach program isthe
adminigrative cgp on funding through Title XXI. There has been overwheming
enthusiasm by advocates, community groups, and individuas who are willing to
promote PeachCare for Kids. We are limited, however, in the amount of
materiasthat we are able to produce. Asthe need for awarenessis more acutein
the firgt years of the program, thisis particularly difficult asthe start-up costs far
exceed 10% of the cost of providing care.

Benefit Structure

PeachCare for Kids offers primarily the same benefits as the Medicaid program,
with the exceptions of non-emergency transportation and targeted case
management. The breadth of the benefits was well recelved by the focus group

participants.

CAHPS survey dataindicate that our enrollees are satisfied with access and
qudity of care that they receive from PeachCare for Kids. The CAHPS Survey
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Highlights provide more information about satisfaction with and accessto the
benefits offered through PeachCare for Kids. (See Sections 4.4.3 and 4.5.2.)

5.1.4 Cost-Sharing (such as premiums, co-payments, compliance with 5% cap)

Premiums are required for children over the age of six: $7.50 per child per
month, $15 per month for two or more children. Children ages 5 and younger are
covered without cost to the family. There are no co-payments or deductibles.
Since the progran’ s inception through September 1999, just 141 families
disenrolled because of the cost of the monthly premium.

The cost-sharing requirements were designed to reduce barriers to accessing care
that may be crested when families must meet a deductible or incur out- of- pocket
costs upon receiving care. When asked about different cost sharing options, the
focus group participants consistently were in favor of paying premiums rather

than co-payments, citing the convenience of being able to access services as
needed without worrying about having money in their pocket that day .

5.1.5 Ddivery Sysem

Using the Medicaid delivery system for PeachCare for Kids has many advantages.
As many of the children have previous experience with Medicad, they are able to
maintain relaionships with their former primary care physicians and are familiar
with the benefits and procedures for ng care. There are dso benefitsto
providers asthey are dready enrolled and are familiar with the Medicaid

program.

The greatest chdlenge with the ddivery system is not exclusve to PeachCare for
Kids. A lack of dental providers who participate in PeachCare for Kids and
Medicaid makesit difficult for enrollees to access these services. The Governor
has proposed an increase in dental reimbursement to create incentives for provider
participation. If adopted, the increased rates would become effective uly 1,
2000. CAHPS survey data indicate that our enrollees are satisfied with the
PeachCare delivery system. The CAHPS Survey Highlights provide more
information on participant satisfaction with the PeachCare for Kids delivery
system. (See Sections4.4.3 and 4.5.2.)

5.1.6 Evduation and Monitoring (including data reporting)

PeachCare for Kids has benefited from having arelationship with hedlth policy
researchers a the Georgia Hedlth Policy Center of Georgia State University. It
has been hdpful for ongoing monitoring of the program to get feedback from new
enrollees, disenrollees, and people who have used hedlth services. The Hedlth
Policy Center has conducted surveys of each of these groups. They have dso
arranged focus groups of non-enrollees; and in the summers of 2000 and 2001,
they will look at patterns of utilization to assess access, qudity, and quality
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improvement. Funding for ongoing monitoring and evauation comes from
Medicaid funds because CHIP funding for evaduation isinadequate due to the
multiple demands on the ten percent cap.

We have dso benefited from regular reports from our TPA. The reporting
requirements were built into our contract with DHACS, which we believeisa
model contract.

5.1.7 Coordination with Other Programs (especidly private insurance and crowd out)

As part of the Department of Community Heelth, PeachCare for Kids has ahigh
level of coordination with Medicaid. Asthe Department developsits vison for
improving hedlth care access and quality within the state, PeachCare for Kidsis
part of that vison. The commondity of saff fosters an environment where both
programs are working towards the same god. As potentid improvementsin
systems cgpabilities and adminigtrative procedures are developed, the benefits to
both programs are considered.

5.2  What plans does your State have for “improving the availability of hedth
insurance and health care for children”? (Section 2108(b)(1)(F))

The Governor hes proposed increasing Medicaid digibility for pregnant women
and newborns and PeachCare for Kids digibility up to 235% FPL. If approved,
an edtimated 22,000 uninsured children will gain access to affordable hedth care
through PeachCare for Kids.

5.3  What recommendations does your State have for improving the Title XXI
program? (Section 2108(b)(1)(G))

Provide gates with more flexihbility to create and maintain outreach efforts
without the limitations of a 10% cap on adminidrative costs, including outreach
expenditures. With the god of improving the hedlth status of Georgia's children,
outreach is needed on many levels. Families need to be made aware of the
program and, once enrolled, educated to the benefits of the program and
encouraged to access preventive care. The high cost of start-up, before hedlth
care costs can be incurred, means that many of the outreach and adminigtrative
costs required for a successful program are the sole respongbility of the State.

Allow dtate employees to participate in the S-CHIP program. The limitation on
their participation in PeachCare for Kids creates an inequality among families

with smilar incomes, based solely on the employer. Parents who have aready
elected to purchase the sate hedlth benefit coverage would not be alowed to drop
the current coverage outside of an open enrollment period. Furthermore, families
choosing to drop that coverage would have to wait three months before enrolling
PeachCare for Kids. With these crowd-out provisonsin place, the only families
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that are being adversdy affected by this policy are those who do not currently
have gate hedth benefits, aSmply due to their inability to afford the premiums, co-
payments and deductibles.
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